Causes of deaths in immigrants to England and Wales from the Indian subcontinent were assessed by ethnic subgroup. Observed and expected deaths for 1975-7 were aggregated to calculate proportional mortality ratios.
Introduction
Research into disease patterns in immigrants contributes to the understanding of the aetiology of diseases and to meeting needs for health services. Studies on immigrants of Indian descent in various different countries have been published. Incidence of ischaemic heart disease has been shown to be higher among people of Indian descent in England and Wales,1 South Africa,2 and Fiji.3 Lower mortality due to cancer4 and higher prevalence of diabetes5 have also been shown in these communities in England and Wales. Deaths in England and Wales by place of birth have been analysed for 1970-8 by the Office of Population Censuses and Surveys. 6 In this study we The method of analysis, based on proportional mortality ratios, had its intrinsic difficulties, which have been discussed elsewhere.
I As proportional mortality ratios were based on small numbers, we did not attempt to test specific hypotheses in this study. We have indicated significance of The extraordinarily high mortality due to tuberculosis was of particular concern as reasonable control is assumed to occur with screening and surveillance of immigrants, especially those from the Indian subcontinent. Examination of immigrants at the time of entry, as practised at present, does not appear to have achieved the intended effect of controlling the incidence of and reducing mortality from tuberculosis. The high incidence of cirrhosis of the liver in ethnic Indians was at variance with the belief that they are fairly abstemious. Though infections could predispose to cirrhosis, the significant findings in the males indicated the need for further studies into drinking habits.
Although strict comparison between cancer registry data from different countries and mortality studies is difficult, it is encouraging that the data for the Bombay Cancer Registry"2 supported the relative incidences of cancer indicated by the proportional mortality ratios observed by us. For example, the world standardised rate for lung cancer among males in Bombay (1973-5) was estimated as 142/100 000/annum in contrast to 79-9 (1973-6) (3) 109 (3) 213 (4) 160 ( proportional mortality ratios of 282, 201, and 254 respectively. Deaths due to ischaemic heart disease were not significantly increased in Punjabis as opposed to other groups, and Punjabis also had the lowest mortality ratios for cancer overall in both sexes. Their lung cancer ratios, however, although nearly half that of Moslems, were not as low as in the Gujaratis. They also had low proportional mortality ratios for breast and gastrointestinal cancers. Gujaratis, from the state of Gujarat on the western border, are essentially traders and are Hindus or Jains by religion. Deaths due to diabetes were highest among them as were deaths due to neoplasms of the buccal cavity and pharynx. The ratio for lung cancer was lowest among the Gujaratis. Southerners formed a small group in England and Wales, with only 90 deaths during the study. Diseases of the circulatory system were highest in this group, although not significant. This was consistent with myocardial infarction being reported to be commonest in southern India." Significantly more deaths due to accidents, poisoning, and violence were found in this group. Moslems were studied as a group as they have at least one distinctive characteristic: they are generally not vegetarians. They exhibited the highest proportional mortality ratios for cancer compared with the other groups, most appreciably for cancer of the lung or breast. Mortality due to cervical cancer was lowest in Moslem women, which could be related to the higher incidence of circumcision in the males. Moslems also had the highest ratios for ischaemic heart disease. All other groups had too few deaths to permit any comment.
We believe that the high and low values of proportional mortality ratios obtained in this study point to the existence of real variation between the ethnic groups in view of the internal consistency of the results and the supporting evidence from other studies. Particularly interesting are the differences in mortality due to cancer between the Hindus and the Moslems. The difference in risk between people born in England and Wales and migrants from the Indian subcontinent present an unrivalled opportunity for epidemiological studies to uncover the reasons for such difference to the benefit of migrants and natives alike. Surveys into eating habits, alcohol intake, and smoking patterns and determination of other cardiovascular risk factors are among some of the obvious possibilities.
